First, the aforementioned prevalence was extracted from hospital-based data. Community-based data could better elucidate the true prevalence of congenital heart disease (CHDs): We agree that this is hospital-based data, but this hospital caters to the general population, and community prevalence is unlikely to be much different.
Second, the estimated prevalence was related only to live births and did not include macerated or malformed babies who might have CHDs: We agree. It is well known that CHDs are more common in aborted fetuses. [1] Third, in spite of making significant progress in increasing institutional births in India, the rate of home delivery is still substantial (37.7%). Therefore, a good number of babies with CHDs born at home are expected to abscond medical registration: We agree, however as mentioned for the first point, the hospital caters to community population, so we do not expect much difference in prevalence. In fact, babies with critical CHD are more likely to be missed in the community as the diagnosis of CHD may not be made in many.
Fourth, consanguineous marriages (CMs) are still culturally preferred in India with an estimated prevalence of 12.3%. Parental consanguinity, in particular, first-cousin marriage between parents, has been noticed to be one of the important risk factors for the occurrence of CHDs in India. Interestingly, only 18.7% of people surveyed in India were aware of various health hazards associated with CMs: We agree with these statements, but these are unrelated to our study.
Fifth, due to the limited diagnostic precision of echocardiography, cardiovascular magnetic resonance (CMR) has recently expanded its role in the diagnosis and management of CHDs and acquired heart diseases in the pediatric patients. It provides much diagnostic information to guide decisions. I presume that conducting large-scale studies in India employing CMR could better delineate the true prevalence and pattern of CHDs in the pediatric population: We would not agree on this, echocardiography is the gold standard for diagnosing CHD. CMR is difficult to perform on newborns, is far more expensive and requires a longer time for acquisition. No study has shown the superiority of CMR over echocardiography when screening for CHD. Spontaneous pneumoperitoneum: A rare entity
Sir, Pneumoperitoneum following cardiac surgery is a known entity, given the close anatomic relationship of the pericardium, diaphragm, and peritoneal cavity and is generally incidental and inconsequential. Presumed modes of air entry into the abdomen include the peritoneal tear during sternotomy or chest tube insertion, retroperitoneal, or mediastinal dissection of air in the presence of extraalveolar air or entrapped air while placing a peritoneal dialysis (PD) catheter. [1] Here, we report an unusual occurrence of a massive pneumoperitoneum in a convalescing patient many days after cardiac surgery, where chest tubes were already removed, a PD catheter was never placed, and chest X-ray was devoid of any free air. A 2-month-old male child underwent surgery for obstructed total anomalous pulmonary venous connection and was recovering along expected course. Adequacy of repair was assessed to be satisfactory on intraoperative epicardial echocardiography; our institutional protocol restricts the use of intraoperative transesophageal echocardiography to patients weighing more than 10 kg. His chest tubes were removed on 2 nd postoperative day (POD). Subsequent chest X-ray was unremarkable for any free air. On 5 th POD, he developed gradually increasing abdominal distension. The child was stable hemodynamically. As his distension continued to increase despite conservative treatment, X-ray abdomen was obtained revealing massive pneumoperitoneum [ Figures  1 and 2] . The child remained warm and well perfused with good urine output and without any acidosis or rise in lactate. In view of overall clinical stability, a bedside peritoneal drain was inserted that released significant free air. A peritoneal lavage was reassuring for clear return.
Subsequent course was uneventful. The child was extubated on 7 th POD; peritoneal drain was removed on 9 th POD, and he was discharged on 14 th POD.
The occurrence of complication is unusual for the delayed onset and lack of an obvious causal factor; one may speculate about a one-way valve mechanism at the incision or chest tube insertion site or a rapidly healing bowel leak. The importance of simple bedside management, given the absence of signs of bowel perforation, is worth a consideration.
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